Paperwork Instructions

Please review and complete the following information.
To best serve you, we ask that you complete and email these forms (make
sure you save the form first before you send) prior to your telehealth session.
If we do not receive this information 24-hours prior to your appointment, we
will unfortunately need to cancel your appointment and reschedule it.

To expedite this process, please write your name and the provider you are
seeing in your email subject line.

This form is fully typable and does not need to be printed to be completed.

You must save this form in order to save the information you fill out.

This form will not work and your information will not be saved if you
are not opening it in the app called Adobe Acrobat Reader for PDF. If
you do not use Adobe Acrobat Reader, you may find you save the form
and it is blank when you reopen it.
Adobe Reader is free. You can download it on your phone's app store
(search for Adobe Acrobat Reader) or on the website:
www.get.adobe.com

What should I expect after I send this information?
You will receive an email that includes
• Confirmation of your scheduled appointment date and time
• The name of the provider your appointment is with
• The link you will use to access your telehealth session at the time it is
scheduled
• Phone numbers to utilize in case there is audio or visual issues

Important:

Due to the significant number of telehealth sessions being scheduled, you will
not receive your session link until the day prior to the scheduled appointment
in most cases.
Make sure you are also checking your spam folder if you do not receive your
appointment link.

All Patients Must Complete This Section: (Please Print Legibly)
Date

Doctor/Therapist you are here to see
Social Security #:
Legal Last Name
Preferred Name:

Legal First
Legal Sex: M

Marital/Relationship Status
Home Phone #

Sexual Orientation (optional):
Work Phone #

Cell Phone #

Email Address:

Home Address

Apartment:

Date
of Birth:
Age:

MI

F

Gender Identity (optional)

Pronouns:

Ext.

City

State

Zip

City

State

Zip

Occupation:

Employer Name

Referral Phone #

Employer Address
Referring MD or Source

Party Responsible for the Bill (if different from the patient)
Legal Last

Date of
Birth

Legal First

Home Address

City

State

Responsible Party Employer Name
City

Primary Insurance

Policy Holder’s Legal Name

Home Phone

State

Cell Phone

Insured’s Date of Birth
Ethnicity (Medicare/Medicaid Only): Caucasian

Members SSN #

African American

Hispanic Asian Other:

Insurance Phone #

Insurance Address

City

Policy #

State

Group #

Secondary Insurance
Home Phone

Policy Holder
Cell Phone

N

Zip

Effective Date:

Relationship to Patient

Insured’s Employer
Medicare: Y

Zip

Relationship to Patient

Insured’s Employer
N

Zip

Work Phone #

Employer Address

Medicare: Y

Relationship
to Patient

Insured’s Date of Birth
Ethnicity (Medicare/Medicaid Only): Caucasian

Members SSN #

African American

Insurance Phone #

Insurance Address
Policy #

Hispanic Asian Other:

City
Group #

⧠I acknowledge receipt and review of the CLIENT HANDBOOK.

State

Zip

Effective Date:

Please Initial Here

I authorize the release of information to my insurance company. I authorize my insurance benefits to be paid directly to the Saint Louis Behavioral Medicine Institute. I
understand that insurance is filed as a courtesy, and any balance not paid by my insurance company will be my responsibility. We do not accept Worker's
Compensation. SLBMI cannot be held responsible for benefits quoted by insurance company. COPAYS MUST BE MADE AT THE TIME OF SERVICE. I understand
all unpaid balances are subject to a finance charge. I agree to reimburse any collection fees incurred in the collection of a past due account.

Signed (Patient or Guardian)

If signed by a guardian or parent, this is an authorization for medical treatment of a minor.

Date

Patient and Family Information Handout
Telehealth

Rev. 3.15.2020

What is Telehealth?
Telehealth is the electronic delivery of healthcare services from a distance which includes audio and video technology.
Put more simply, Telehealth will allow you to see and talk to your provider over a special interactive electronic system.
Why does St. Louis Behavioral Medicine Institute use Telehealth?
Telehealth helps us to provide mental health services in the event that you or your provider are not able to attend a
face-to-face session. Your provider will care for you and communicate with the rest of your clinical team (if appropriate)
just as if they were with you in person.
What are my responsibilities as a patient?
We will ask you to give your consent to the Telehealth visit once we have explained it to you. You will need to be in a
private room by yourself (or with a family member if appropriate). In addition, you will need access to either a computer
screen with a video camera/audio equipment or you will need access to a smartphone or tablet that allows for Zoom
telehealth technology services. Once the session is ready to begin, you will need to access the provided Zoom link on the
above mentioned equipment so that you and your provider can see and talk to each other. You are expected to let your
provider know if you have any trouble seeing or hearing your provider, if you are uncomfortable, or if you having any
trouble understanding what is happening.
Is Telehealth private?
Yes. Your visit with your provider will be private and will meet all Institute, state, and federal privacy standards. No one
will see or hear you except for you and your provider.
Will my insurance cover Telehealth?
Due to the state and nationwide emergency, we anticipate that your insurance company will not deny coverage of any
service performed virtually that would have been covered in-person. We will bill your credit card at the time of
telehealth services for the estimated portion you are responsible for (deductible, co-pay, and/or co-insurance).
Are Telehealth subject to the same 24 hour cancellation policy?
Yes. Telehealth services still require a 24-hour cancellation policy in order to avoid a late cancellation / no show charge.
This is because your provider is reserving the time for the session just for you. Unlike some doctor practices, SLBMI
providers do not double-book appointments. When you cancel at the last minute or miss an appointment, we are unable
to make that time available to someone else who may need to see your provider also.
Occasionally there will be technology difficulties that may originate from either your own technology or from SLBMI’s
technology. While each party is expected to complete all actions within reason to prevent any technology disruptions, it
is also anticipated that there will be occasional technology failures. In the event these were to occur, it would be on
behalf of your provider to determine whether the session should be cancelled and rescheduled (without charge to you),
whether to utilize telephone (i.e., audio only) services, or whether to discontinue use of telehealth sessions due to
continued technology disruptions.
Do you have any questions?
Please let us know if you or your family has any other questions or concerns. We will be pleased to assist you.

St. Louis Behavioral Medicine Institute

1129 Macklind Avenue ∙ St. Louis MO, 63110 ∙ 314-534-0200
16216 Baxter Rd ∙ Chesterfield, MO 63017 ∙ 636-532-9188

CONSENT FOR TELEHEALTH SERVICES
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What are TeleHealth Services?
Telehealth services are used when you cannot be physically present with your provider in order to provide
therapy for your mental health needs. The provider would be present at another location, to serve you
through video and audio technology to send both voice and visual images between you and your provider.
The combination of visual and audio makes it possible for your provider to better provide counseling
services when in-person therapy is not possible. We use Zoom Technology that incorporates network and
software security protocols to protect the confidentiality of patient information and the visual/audio data.
These protocols include measures to safeguard the data and to aid in protecting against intentional or
unintentional corruption. We only allow for use of telehealth health services through the use of Zoom.
How do Telehealth Services work?
You need to be in a private room by yourself, or with a family member (as determined between yourself
and your provider). You will need to have access to either a computer screen with a video camera and
audio equipment or you will need to have access to a smartphone or tablet that allows for the Zoom
telehealth technology services. Your provider will also be in a private room at their location with similar
equipment. When the session is ready to begin, you will start the computer/phone and camera so that you
and your provider can see each other and talk together. When the session is over, you can close the Zoom
telehealth software.
What happens if I choose not to consent to Telehealth Services?
If you choose not to consent to Telehealth services, you will receive only face-to-face care (when it
becomes available) from your provider.
My Rights
 I understand that the laws that protect the privacy and confidentiality of medical information
also apply to Telehealth.
 I understand that the technology used is encrypted to prevent the unauthorized access to my
private medical information.
 I have the right to withhold or withdraw my consent to the use of Telehealth during the course
of my care at any time. I understand that my withdrawal of consent will not affect any future
care or treatment.
 I understand that the provider has the right to withhold or withdraw their consent for the use of
Telehealth during the course of my care at any time.
 I understand that all rules and regulations which apply to the practice of psychology in the
state of Missouri also apply to Telehealth.
 I understand that I am using telehealth services due to state, national, and global emergency
reasons and that therapy will resume as in-person services when available and as agreed upon
by myself and my provider.
 I understand that telehealth depends on technology, which is at risk for technical difficulties
for which the originating concern (behalf of SLBMI technology or on behalf of my own
technology) may be beyond the scope of determination and may result in my telehealth session
being cancelled, shifted to telephone services, or otherwise incomplete.
 I understand that I need to provide a phone number where I can be reached, in the event of
technical problems.

St. Louis Behavioral Medicine Institute

1129 Macklind Avenue ∙ St. Louis MO, 63110 ∙ 314-534-0200
16216 Baxter Rd ∙ Chesterfield, MO 63017 ∙ 636-532-9188

CONSENT FOR TELEHEALTH SERVICES
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My Responsibilities
• I understand that I need to provide my provider with my physical location during my
telehealth session and that my emergency contact may be contacted in the event
• I understand that it is important to be on time. If I need to cancel or change my telehealth
appointment, I must notify SLBMI at 314-534-0200 (Macklind location) or 636-532-9188
(Baxter location).
• I understsand that it is important to be in a quiet, private space that is free of distractions
during the session.
• I understand that the 24-hour cancellation policy applies to telehealth sessions.
• I understand that it is important to use a secure internet connection rather than public/free wifi.
• Telehealth sessions will not be recorded without written consent. I understand that I and my
provider will not record any of our Telehealth sessions without my written consent.
• My provider and I will inform each other if any other person cannot hear or see any part of our
session before the session begins.
• I will maintain an active credit card number on file in order to pay for the clinical services at
the time they are provided to me (based upon deductible, co-pay, and/or co-insurance, per my
specific insurance plan and coverage benefits).
• I understand that telehealth coverage is dependent on my specific insurance company and plan
policy.
• If I am not an adult, I understand that SLBMI needs the permission of your parent or legal
guardian (and their contact information) for me to participate in telehealth.
Patient Consent to The Use of Telehealth
I consent to Telehealth services and I have read and understand the information provided above regarding
Telehealth. I also understand that payments that I am responsible for will be collected at the time of
service through the credit card number I have on file. I have had the opportunity to ask questions about
this information and questions have been answered to my
satisfaction. I hereby give my informed consent for the use of Telehealth in my mental health care and
authorize to use telehealth in the course of my treatment.

______________________________________________
Signature of Patient (or person authorized to sign for Patient):

Date: _______________

If authorized signer, relationship to Patient: ____________________________________________

St. Louis Behavioral Medicine Institute

1129 Macklind Avenue ∙ St. Louis MO, 63110 ∙ 314-534-0200
16216 Baxter Rd ∙ Chesterfield, MO 63017 ∙ 636-532-9188

Authorization to Release Information to an Emergency Contact
in the Event of an Emergency
St. Louis Behavioral Medicine Institute
Central: 1129 Macklind • St. Louis, MO 63110 • 314-534-0200 • Fax: 314-534-7996
West County: 16216 Baxter Road, Suite 205 • Chesterfield, MO 63017 • 636-532-9188 • Fax: 636-532-9951
Patient Name (Printed)_____________________________________ For Oﬃce Use- Account #_________________
In the event that the institute believes that you are under an emergency and that you need assistance, the institute may
contact the emergency contact that you provided when you registered.
An emergency contact is defined by an emergency person(s) who is contacted if there is a concern over your [the patient] well-being or a threat to your [the patient] life.
The Institute reserves the right to assess the level of concern over your well-being or threat to your life and you [the patient]
understands that providing an emergency contact gives the institute the right to contact the designated emergency
person(s) in case the institute believes there is an emergency with you. Information provided to your emergency
contact will be limited to information that is needed in the event of an emergency (such as the nature of the emergency,
additional in-formation of concern related to the emergency).
It is important that you inform the institute if there is a change in your emergency contact throughout the year in order to
avoid contacting someone that you have decided you no longer wish to be your emergency contact. It is also important that
you notify the institute if your emergency contact person(s) has had a change in their phone number.

X 1st EMERGENCY CONTACT:
Name: _____________________________________________ Cell Phone: _______________________________
Relationship to patient: _______________________________ Home Phone: _____________________________
___________________________________________________ Work Phone: ______________________________
2nd EMERGENCY CONTACT:

X

Name: _____________________________________________ Cell Phone: _______________________________
Relationship to patient: _______________________________ Home Phone: _____________________________
___________________________________________________ Work Phone: ______________________________
Disclaimers:
Unless an earlier date is specified, this authorization shall expire 1 year from the date of my signature. This authorization may be revoked at an earlier time, except to the extent
that action will have already been taken upon this authorization. I understand that services provided by SLBMI are not conditional upon my signing this authorization unless
the services are provided to me for the purpose of creating health information for a third party. Early expiration date:_____________________.
I understand that information used or disclosed pursuant to this authorization may be subject to disclosure by the recipient of your information and may no longer be protected
by the HIPPA Privacy Rule. I also understand that if I have any questions or concerns about any part of this form, I can discuss it with an SLBMI staﬀ member prior to signing.
I understand that the exchange of confidential information authorized by this form could include information about any of the following conditions from my medical history:
alcohol and drug abuse, HIV/AIDS, psychological, psychiatric or other mental impairment, sickle cell anemia, sexually transmitted diseases, gene-related impairments and
other health conditions. It may also include information about how my impairment aﬀects my ability to complete tasks and activities of daily living, and copies of educational
testing or evaluations, including individualized educational programs, triennial assessments, speech evaluations and any other records that can help evaluate function.

X Patient Signature_____________________________________________________________
X Signature of Parent/Legal Guardian ______________________________________________
X Witness ____________________________________________________________________

Date __________________
Date __________________
Date __________________

Notice to those who receive information accompanying this form: This information has been disclosed to you from confidential records and is protected by Federal law.
Federal regulations (42 CFR Part 2) prohibit you from making any further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise
permitted by such regulation. A general authorization for the release of medical or other information is not suﬃcient for this purpose.

X

________ Initial here only if you decline to provide emergency contact information to SLBMI.

Request/Authorization to Release Confidential Records and Information
St. Louis Behavioral Medicine Institute
Central: 1129 Macklind • St. Louis, MO 63110 • 314-534-0200 • Fax: 314-534-7996
West County: 16216 Baxter Road, Suite 205 • Chesterfield, MO 63017 • 636-532-9188 • Fax: 636-532-9951

Patient Name (Printed)

Date of Birth ___/___/___

I hereby give ST. LOUIS BEHAVIORAL MEDICINE INSTITUTE permission to execute the following:
OBTAIN, RELEASE, and CORRESPOND
my Protected Health Information FROM / TO:
Name:

Phone

Address:

Fax:
Email:
Relationship to patient:

Permissible means of communications (check all that apply) ☐ALL: ☐Phone ☐ Letter

☐Fax

☐E-Mail

Please check requested items:
☐All items can be released
☐ Initial Diagnostic Interview
☐ Psychiatric evaluations
☐ Psychological testing
☐ Admission Summary/plan
☐ Treatment plan

☐ Progress notes
☐ Information about how the patient’s condition affects
☐ Discharge summary/plan
or has affected his or her ability to complete
☐ Medication records
tasks, activities of daily living, or ability to work
☐ Billing records
☐ Laboratory data
☐ Physician’s orders
☐ Alcohol/Drug Abuse Treatment
☐ Coordination of care
☐ Other: _____________________________________
TERM OF AUTHORIZATION
Purpose of the exchange of information: ☐ to coordinate care ☐ at the request of the individual
☐ Other:

Disclaimers: This authorization may be revoked at any time, except to the extent that action will have already been taken upon this authorization. I
understand that services provided by SLBMI are not conditional upon my signing this authorization unless the services are provided to me for the
purpose of creating health information for a third party. Expiration date:_____________________.
I understand that information used or disclosed pursuant to this authorization may be subject to disclosure by the recipient of your information and
may no longer be protected by the HIPPA Privacy Rule. I also understand that if I have any questions or concerns about any part of this form, I can
discuss it with an SLBMI staff member prior to signing.
I understand that the exchange of confidential information authorized by this form could include information about any of the following conditions
from my medical history: alcohol and drug abuse, HIV/AIDS, psychological, psychiatric or other mental impairment, sickle cell anemia, sexually
transmitted diseases, gene-related impairments and other health conditions. It may also include information about how my impairment affects my
ability to complete tasks and activities of daily living, and copies of educational testing or evaluations, including individualized educational
programs, triennial assessments, speech evaluations and any other records that can help evaluate function.

☐ I agree to provide consent for St. Louis Behavioral Medicine Institute to obtain, release, or correspond my protected
health information to the above listed individual / organization.
☐ I decline to provide consent for St. Louis Behavioral Medicine Institute to obtain, release, or correspond my protected
health information to the above listed individual / organization. I understand that if my referral source is my (current)
healthcare provider, they will be notified of my name, date of birth, and date of my initial appointment with an SLBMI
clinician, but no other information regarding my treatment at SLBMI will be provided.

X
Patient Signature

Date

Witness Signature

Date

Signature of parent or authorized legal guardian

Date

Notice to those who receive information accompanying this form: This information has been disclosed to you from confidential records and is protected by Federal law.
Federal regulations (42 CFR Part 2) prohibit you from making any further disclosure of it without the specific written consent of the person to whom it pertains, or as
otherwise permitted by such regulation. A general authorization for the release of medical or other information is not sufficient for this purpose.

Patient Name (Please print) : _______________________________________

I _________________________________________, give St. Louis Behavioral Medicine Institute
permission to use my credit card (which will be kept on file), for any balances incurred
during treatment at St. Louis Behavioral Medicine Institute.

This includes all patient balances including copays, deductibles and coinsurance as well as
missed sessions and telehealth sessions completed.

If I have my card on file for the Intensive Outpatient Program; my card will be
charged on Mondays (for the prior week) and then the last day of the month or upon
discharge.

CCARD#________________________________________________________________
EXP DATE __________________________ LAST 3 DIGITS ON BACK OF CARD ________
______________________________________

Responsible Party (Please Print your name)
______________________________________
Responsible Party Signature

_______________________________
Date

________________________________

SLBMI Representative Signature

ST LOUIS BEHAVIORAL MEDICINE POLICY REGARDING
CANCELLATIONS OR MISSED APPOINTMENTS
Your time is very important and so is ours. We do not double-book patients;
when you schedule an appointment, that time has been reserved specifically for
you.
All appointments that cannot be kept must be cancelled at least 24 hours in
advance.

To cancel an appointment please either call the office during normal business
hours at 314-534-0200 or after hours that number will route you to the St. Louis
Behavioral Medicine answering service.

Please be aware that if the above policy is not followed, we will bill you for 60%
of the cost of the scheduled time. This charge cannot be billed to insurance.

Regrettably, emergencies, deaths, accidents, illness, etc. are a part of normal
life. It is not our intention to validate or determine if your reason for not giving
24 hours’ notice is reasonable or legitimate. We assume you missed for good
reason, however without this charge, your clinician would not be paid for that
time specifically reserved for you.

We thank you in advance for your understanding and cooperation.

_______________________
Printed Patient Name

_____________________________
Patient or Guardian Signature

_______________________

_____________________________

Clinician Signature

Date

CLIENT
HANDBOOK

www.slbmi.com

Welcome to Saint Louis Behavioral Medicine Institute
Thank you for choosing Saint Louis Behavioral Medicine Institute (SLBMI). Since 1982,
we have been helping people of all ages from the St. Louis region and across the United
States. SLBMI is particularly known for its specialized programs and its multidisciplinary
team comprised or professionals from psychology, medicine, social work, counseling,
nursing, art therapy, physical therapy, spiritual direction, substance abuse counseling, and
dietary counseling. Despite the variety of services and specialties available at the
Institute, we are all united by a common mission.
Mission Statement
Our Institute is dedicated to the promotion of mental and physical health by integrating
knowledge from the behavioral science with the latest advances of contemporary
medicine. In pursuit of our mission and as an affiliate of Saint Louis University Health
Sciences Center, we strive to:
•
•
•
•

Deliver compassionate, state-of-the-art interdisciplinary patient care attentive to
the vital relationship between body, mind, and spirit.
Discover new knowledge and effective treatments by conducting scientific
research and staying abreast of progress in the field.
Educate healthcare students and professionals to ensure the future of availability
of behavioral medicine services.
Advance community awareness of behavioral medicine principles to prevent
illness and enhance health.

Please review carefully the important information in this booklet. We want you
to know what to expect from us and what is expected from you before we begin our
work together.
Financial Responsibility
Each patient is responsible for the full cost of the services he or she receives. If you
use insurance to pay for your services, we will assist you in filing claims. However, if
your insurance terminates or any of your claims are denied, you will be responsible for
paying any balance that your insurance has not covered.
Insurance and payment problems are stressful for everyone, and they can often
interfere with what would otherwise be a positive treatment experience. To help you
avoid such problems, we are providing you with detailed information about our financial
policies and procedures. It is important for you to know and follow our policies. If you
have any questions about any of the policies, please discuss them with your clinician or
with the Patient Accounts Department.

Insurance Plans
We accept most commercial, HMO, and PPO insurance plans. When you come to the
institute for your first appointment, you will be asked to provide information about your
insurance coverage. Typically, we will make a copy of your insurance card. One of our
staff will call your insurance company to verify your insurance eligibility and to
determine what your health benefits are.
We want to help you receive the full benefits to which you are entitled under your
plan, but ultimately it is your responsibility to know the terms and conditions of your
plan. If you fail to comply with your plan’s rules, your plan may deny payment for your
claims.
It is your responsibility to notify us immediately if there is any change in
your insurance plan. Even if you continue with the same insurance company, if your
plan has a new group number we must have that information in order to process your
claims correctly. Also, if your plain requires authorizations for your treatment, new
authorizations will be needed if you plan changes.
If your insurance coverage terminates you for any reason, your claims will
not be paid by your insurance company, even if treatment sessions have been
authorized for you. Payment for any treatment you receive after your coverage ends will
be your responsibility.
If you have more than one insurance plan, any or all of the plans may send you
forms to complete about the other plans. If you fail to complete and return these forms to
your insurance companies, those companies will typically refuse to pay your claims.
Payment Policies
Payment is due at the time you sign in for you appointment with your clinician. If
you are not using insurance, you will be expected to pay the full cost of the service you
will be receiving. If you are using insurance and your plan has a co-payment, you will be
expected to pay your co-payment. If your insurance plan has a “patient portion” which
includes coinsurance and/or deductibles, you will be expected to pay that amount or an
estimate of that amount until we can determine what the exact amount will be.
If you have Medicare and do not have secondary coverage, you will be expected
to pay your portion of the cost of your treatment at the time of service. If you have
Medicare and have secondary coverage, we will wait until all secondary insurers have
paid on your claim before we bill you for any remaining balance. If you have secondary
coverage, please tell us at the time of your initial appointment.
If you are a physical therapy patient, the fee for your service will depend on the
service you receive. Therefore, you may be asked to make your payment after your
therapist treats you rather than at the time you sign in for your appointment.

If you have an insurance plan that has a deductible, you will be asked to pay
for your treatment until your deductible has been met.
If you are a patient in an intensive treatment program (a program that
includes group and individual therapy several days a week), you should have probably
already discussed payment arrangements with the Intake Coordinator for your program.
Typically you will make a deposit and a down payment at the time you start your
program, and then you will make additional payments during the course of your
treatment. Please see the Patient Accounts Department on the first day of your
treatment to make payment arrangements.
It is your responsibility to come to your appointments prepared to pay your
co-payment, patient portion, and/or any balance that is due. You could be asked to
reschedule your appointment if you do not have your payment with you. Parents or
guardians who drop children off for treatment must make their payments before they
leave or make sure the children have the funds necessary to pay the charges due at the
time the children sign in.
If you pay by check and your check is returned to us for insufficient funds,
you will be charged a fee of $25 for each returned check. If you have more than one
check returned, we will require you to make all future payments by cash or credit card.
Fees for returned checks must be paid prior to your next session with your clinician.
If you have a balance on your account that is more than 90 days past due,
your account will be sent to our collections agency. To avoid this situation, if you have a
financial problem, notify your clinician and the Patient Accounts Department
immediately. If possible, we will try to set up a payment plan for you.
We do not receive any government or other subsidies, and therefore we cannot
discount our services. If you cannot afford our services, your clinician can provide you
with a list of organizations that provide services for a low cost or on a sliding scale fee.
Payment Methods and Billing Questions
We accept payment by cash, check, American Express, Discover, MasterCard, and Visa.
If you have questions or concerns about your bill, contact the Patient Accounts
Department at our Macklind office during normal business hours (314) 289-9428.
Scheduling Appointments
Most of our clinicians have their schedules managed by our receptionists. If this is the
case with your clinician, when you want to schedule an appointment, all you need to do is

speak with a receptionist either by phone or in person. If you have difficulty getting an
appointment with your clinician at the time you need, you may ask the receptionist to put
your name on the next available list. If your clinician is a therapist, you may also leave a
note for your therapist or call and leave a voice mail message about your situation. Your
therapist may not always be able to accommodate you, but if there is a cancellation your
therapist or a receptionist may call to offer you appointment times that become available.
Arriving on Time
Most of the services offered at the institute are scheduled for a specific period of time. If
you are late for an appointment and your clinician cannot offer you the service you
scheduled because there isn’t enough time for a full session, you may be charged for a
missed session and asked to reschedule. It is not appropriate for us to charge your
insurance company for session time that you lost because you were late.
We encourage you to plan ahead. Remember to allow adequate time for travel,
traffic delays, parking, and checking in at our reception desk. Please plan to arrive at the
Institute at least 15 minutes before your appointment time.
Note: If your therapist is late, it is your therapist’s responsibility to provide you
with the full amount of time you scheduled, or you may reschedule for a later date. You
will not be charged for scheduling.
Canceling Appointments and Missed Appointments
When you schedule an appointment, we reserve a room and a clinician for you. Unlike
some doctor practices, SLBMI clinicians do not double-book appointments. When you
cancel at the last minute or miss an appointment, we are unable to make that time
available to someone else who may want to see your clinician also. Please keep track of
your appointments and notify us as soon as possible if you need to cancel. A key
aspect of this policy is that we are not making a judgment as to whether the person
has a good or bad reason for canceling. This does not waive the missed appointment
fee (see next paragraph).
It is our policy that you must give us at least 24 hours notice of a cancellation.
If you do not, you will be charged for a missed session. The fee will be 60% of the fee for
the service you were scheduled to receive.
The 24-hour notification period is a literal 24 hours. There are no exceptions to
this policy. If you incur a missed session fee, you will be expected to pay it in full prior
to your next visit with your clinician. Insurance companies do not pay for missed
sessions, and we do not bill them for these fees.
Tip: It is better to call than simply not show for an appointment, but please try to
give us as much advance notice as possible. The best time to call is Monday through

Friday from 8:30 a.m. to 5 p.m., although we do have an answering service to take
messages after hours.
Confidentiality
As you would expect, your treatment at the institute is confidential. However, in today’s
world there are some limits to confidentiality, and it is important for you to understand
these limits.
Your discussions with your clinician are confidential to the extent permitted by law.
However:
If you participate in group therapy, group members will be instructed to keep
confidential what is discussed, but there is no guarantee that they will do this.
If you see more than one clinician at the Institute, your clinicians may consult
with one another about your care. If you are in a formal program and have a
treatment team, your team members will regularly discuss your progress and share
with one another what you have told them. If you see only one clinician, that
person may consult with another clinician at the Institute for the purpose of trying
to provide you with the best quality of care.
If a spouse or other relative participates in your treatment, that person is not
required to keep your discussions with your clinician confidential.
If you are participating in martial or family therapy, you should discuss limits of
confidentiality at the beginning of your treatment. The rules of confidentiality for
marital and family therapy are complicated. Your clinician will keep your
information confidential, but if one member of a couple or family requests
therapy records, what will happen depends on the laws or legal precedents in
existence at the time.
Documents pertaining to your treatment are medical records. The Institute
observes all rules and regulations that govern how medical records are treated.
For example, you have the right to review your records and have the information
in them explained to you by your clinician.
Information about you will not be disclosed to a third party without your
written consent except in those situations where disclosure is required by
law:
We are required by law to disclose pertinent information about you to
medical staff if you have a medical emergency.

We are required by law to disclose information to a third party when there
is a risk of harm to you or someone else. This may be a risk of suicide or
other physical harm.
We are required by law to report suspected child abuse or neglect or
elder abuse to the appropriate state agency.
We are required by law to disclose information in response to a verified
court order demanding such a release.

There are other situations in which we are required or allowed to disclose
information. These situations are outlined in the document entitled Respecting
Your Privacy which you have received along with the Client Handbook.
You should also be aware that if you use insurance, at minimum a diagnosis code
will be submitted to your insurance company. Depending on the type of insurance
you have, your clinician may also be required to send your insurance company a
treatment plan.
Emergencies
An emergency is a serious situation, such as being suicidal, having an adverse
reaction to medication, or being so impaired that hospitalization may be needed.
If you have an emergency that is related to the treatment you are receiving from
us, call the Macklind office at (314) 534-0200 or the Chesterfield office at (636)
532-9188. Tell the receptionist who answers that you have an emergency. It is
important to do this because we do not want your call to simply go to your
clinician’s voice mail if he or she is not available at the moment you call. The
receptionist will try to locate your clinician and will attempt to phone the person if
he or she is not in the office. If your clinician cannot be reached, the receptionist
will contact the senior staff person who is on call at the time and have that person
talk with you. If there is an emergency in the evening or on the weekend, please
call the Macklind office number. During non-business hours, calls to this number
are forwarded to our answering service. The answering service will attempt to
contact your clinician and will page the senior staff person on call if your clinician
cannot be reached.
If you have a life-threatening emergency, go straight to the nearest
emergency room.
Complaints and Grievances
It is the policy of SLBMI to provide high quality service and to treat you and your
family with the utmost respect and concern. If at any time you have a complaint

or grievance about the quality of our services or the conduct of our staff, we want
you to inform us. You may inform your clinician of your concern. If that is not
satisfactory, you may send a written submission of your concerns to the CEO of
SLBMI, Dr. Ronald Margolis. Within one week of receiving your complaint, you
will receive a verbal or written response that, hopefully, will resolve the issue to
mutual satisfaction. Although it will usually be more effective for you to
resolve your concerns directly with us, please note that you may contact the
Department of Mental Health Office of Consumer Affairs at (800) 364-9687
at any time.

Patients’ Rights and Responsibilities
A copy of Patients’ Rights and Responsibilities may be obtained from the
reception desk.

